Introduction
This chapter is concerned with the changing boundaries between the professions of medicine and nursing, and how the relations that these occupations have with the UK Government has produced some distinctive changes in their work practices and occupational jurisdictions. To state the problem simply, though not necessarily inaccurately: to the Government and the National Health Service (NHS) management, the medical profession is a problem that nursing may help to resolve. The underlying reason for this renegotiation of the state-profession relationship in the cases of medicine and nursing relates to structural changes in the organisation and delivery of health care within the broader context of neo-liberalism and the changing imperatives of global capitalism (Ackroyd, 1996; Clarke, 2004a) .
Professions in health care
Historically, of course, doctors and nurses have been differently established as occupations in the health care system, with the nurses firmly subordinated to the doctors. Johnson's (1972) influential argument suggests that the professions are best understood as a means of occupational control and, historically, this has been nowhere more obvious than in the medical profession in Britain. Freidson (1970) , with an approach that initially focused specifically on the medical profession, introduced the concept of medical dominance to explain how doctors had been successful in establishing a legal monopoly with effective -'caste-like' (Katz, 1969) -workplace control. In his later work Freidson (1994: 32) continued with this view:
[P]rofessional power lies in the control of work by the professional workers themselves, rather than control by the consumers in an open market or by functionaries of a centrally planned and administered firm or state.
Freidson also identifies as crucial the ethical dimension to professionalism:
[P]rofessionals claim the moral as well as the technical content of their disciplines, so they must resist economic and political restrictions that arbitrarily limit its benefits to others.
(
Freidson, 2001: 222 emphases added).
This sort of account of the professions corresponds to the medical case quite well, both in the USA and UK, but it does not do so for nursing. Nurses claim a moral content of their discipline (although being careful to distance themselves from the religious origins of the vocation [e.g. Dent, 2003: 100] ), but they have had a constant struggle to establish autonomy and control over the technical content of their work (e.g. in diagnosis and in medical intervention), especially within hospitals. Control of medical technology is usually regarded as being within the compass of doctors' work, and so squarely also within their professional jurisdiction. Nevertheless, the nurses' continuing struggle for greater professional autonomy and occupational control, like that of the doctors', has been based on credentialist and legalistic means (Witz, 1995: 23-24) . This has meant, in turn, that they have had to depend upon direct government action to further any aspirations for autonomy and control. This is a matter I will return to later in the chapter. However, Freidson's ideal-typical characterisation of the professions does not do sufficient justice to the extent of change. Individual professions have arrived at particular forms not only because of the material and intellectual resources they command but also as the outcome of the combination of external forces acting on them, including pressures from clients, the state and other professionals. These influences have varied at different times and in different countries (Dent, 2003 -see also Chapter 6 by Domagalski). It is therefore important to view professions and professionalism as a dynamic process, and professional dominance, where it exists, as a negotiated settlement always susceptible to re-negotiation. It
